STATE OF TENNESSEE GROUP INSURANCE PROGRAM
ENROLLMENT/CHANGE APPLICATION — LOCAL GOVERNMENT PLAN

State of Tennessee + Depurtment of Finance and Administration ¢ Benefits Administration
26th Floor, Williom R. Snodgrass TN Tower + Nashville, Tennessee 37243 + 615.741.3590 or 1.800.253.9981 - Fax: 615.741,8196

See buck for complate instructions. You must sign ond date this form, even if refusing coverage. Please print clearly.

Part1—EnrolimentorChangeRequest{chsokallthotapply)

ADD CHANGE TERMINATE REASON
) Health ) iame and/or Address ) Covarage: sall Clierminote amployment
) bemal N ) Marital Stawus () Coverage: spouse . (O Employee request
) New Hire CJ Health Plan () Coverage: child [ Divorce
L) Wowily Eligible Employee ) Lental Plan’ PLAN ’ C child age
T special Enrollment Provision ] jlypu of ):ieallh Coverage” CJ Heold Ll Child married
T} Madical Underwriting O type of Dental Coverage* 0 lJem(; gl Child no longer student
4 ) Child no longer cloimed on federal
I Spouse *indicate chunge in Part 4 incomne Lax
I Childfren) Ol Death

Elfective Date of changt ——————— [Termination Dute

’l’art!~£mplnyaa:lnformullon:(mustd:a:cbm

leted,:eveniifrefusing:covarage)

Last Nome First Name Mi - | SSH Date of Birth
Gender Marital Status Employee |D {if known) Employing Depariment

OuMOr|Os Owm Oo Ow

Home Address Ciy State Zip Code Counly

If your spouse is @ participant in Spouse.Name SSN Department

the slate group insurance progrom, :

provide the following:

formatlon (see-buck fordefinitions, attach:a:separate sheet ifnecessary)

. . Name Birthdate
Social Security Number Last, First, M mm/dd/yy

‘Part3—Dependent:|

Acquire Student Coverage
date (age 19-24) | Health | Dentaf

auOF QvOw~

Relationship | Gender

OvQar Oy On
QOmOrF Oy On
Om0Or Oy OnN

If your dependents (spouse and children) reside at an oddress other than yours, please provide this information on an attachment

?arm—mnrollmenttlnfnnndllnn

HEALTH COVERAGE TYPE DENTAL COVERAGE TYPE
Qros [ East 0O widdle O west i Osingle O Prepaid- i O employee only

Orpro : CJ Family Qrro Cl Employee + 1

(I PPO Limited ' {0 Employee + 2 or more

Oumo® [ Memphis O Nashville O East TN
«Additional form needed. Please contact your agency benelils coordinator.

‘Partd—Authorization

[ accert | confirm that all of the information provided above is accurate. | understand that knowingly providing false endfor misleading information

may subject me to disciplinary and/or legal action and may result in loss of insurance coverage. | authorize heallh care providers to furnish the
insurance carrierwith all medicol, admission, and insurance records pertaining Lo me and my dependents. | understand that il my dependent(s)
become ineligiblefor coverage that | must report the change o my benefits coordinator within live working days. | understand that alf claims paid
for ineligible dependents will be recovered. As the policy holder, | am responsible for claims payments to my ineligible dependents.

1 have been giventhe opportunity by my employer lo apply for the group insurance program and after due consideration, have decided not to toke

advantage of thisoffer. | understand that if | Holer wish to apply, | or my dependents will have to provide prool of a speciol enroliment provision or
prove insurable trough medicol underwriting. | understand that the state does not have on open enroliment period for health coverage.

s

) REFUSAL

1 om currently enrolled in another heolth insurance plan: O Yes ) No

A cerlificate of coverage letter must be provided to be exempt from the preexisting condition requirement.

1 acknowledge receipt of my insurance handbook and occept all the terms and conditions contained therin.
Dote Work Phone

Employee Signuture Home Phone

OFFICIALUSE:ONLY—TOBECOMPLETED BYAGENCY/BENEFITS CODRDINATOR (uctive:employsesonly)
Original Hire Dale Coverage Begin Date keason County of Work:
Phone Date

Benef Coordinator Signature

OFFICIAL USEDONLY-—TOSECOMPLETED BY'H
Employee 1D Closs Pay Group Positon Number

Annuol Salary

FA-0978 (rev 7/08) Return to your agency benefis coordinator. RDA 55-011




